Abstract
I.
Introduction:
Hygiene refers to practices associated with ensuring good health and cleanliness. Personal hygiene is the practice of maintaining cleanliness of ones own body. It is estimated that unsafe water, and lack of sanitation and hygiene every year claim lives of more than 1.5 million under five children from diarrhea 1 . In India, only 59% urban and 22% rural people have access to improved sanitation facilities 2 . The morbidities arising due to poor personal hygiene practices are more evident in the slum areas because of high population density, spread of respiratory infection, inadequate water supply, lack of sanitary facility, diarrhea and worm infestation, inadequate nutrition leading to anemia, malnutrition and vitamin deficiency 3 . Children are future parents and what they learn is likely to be applied later in their lives. They can become change agents within their families and a stimulus to community development. Primary school days are the best time to learn healthful hygiene, because as the child grows older these habits become permanent and difficult to change 4 . Against this background, the study was conducted to study the existing level of knowledge, attitude and practice of personal hygiene in primary school children in a slum and to assess the effectiveness of a health educational intervention programme.
II. Methods:
This school based educational interventional study was conducted from May 2008 -April 2009 in two primary schools situated in slum area of Chetla , the urban field practice area of All India Institute of Hygiene and Public Health, Kolkata. Two schools were selected randomly from the list of government primary schools in the field practice area. Alipur Abaitanik Vidyalaya was the experimental school and Adarsha Vidyalaya was the control school. Both schools were co-educational Vernacular (Bengali) medium primary schools (class I-IV) with study school having 74 students and control school having 269 students.
Children, whose parents consented for the study, were included in the study. The dropout rate was 9.5% in study school and 10.8 % in control school. The final study population was 67 children in the study school and 240 children in the control school (n=307).
The study tools used were a pre designed and pre tested schedule to record the socio-demographic and economic information of the students, a pre designed and pre tested closed ended questionnaire in vernacular to record the knowledge, attitude and practice of the students regarding personal hygiene, a pre designed and pretested course content with charts and posters to teach the personal hygiene to the students, prepared in the vernacular, a check list for recording of unhealthy practices, soap-water and toothpaste-brush for demonstration class. During the pre intervention phase (May08-June 08) the socio-demographic information of the students was obtained from their parents/guardians. Assessment of Knowledge, Attitude and Practice (KAP) of the study population on personal hygiene was also done. Next a checklist to corroborate the personal hygiene practice of the students in the school during thrice a week visit to each school with help of class monitors and teachers was completed. During intervention phase (July08-Dec 08) in the study school, the following were done: 1. Lecture and demonstration on personal hygiene one class/month for each standard by researcher for 6 Months. 2. Training of teachers. 3. Weekly class in each standard for 6 months, by the school teachers 4. Similar questionnaire, checklist was used in October for KAP assessment.
In the control school only step 4 was done. After completion of 6 months intervention phase, in January 2009, in both schools the knowledge, attitude and practice of the personal hygiene was done using the same questionnaire and checklist. At the end of the intervention, the students of the control school received education on personal hygiene as was done in the study school with one time lectures and demonstration by the researcher with similar explanation and handing over of contents to the teachers for teaching. Follow up of both the schools 3 months after in April 2009 for re testing of KAP was done.
A 15 item structured questionnaire was used to assess the level of knowledge. Grades allocated were Poor (0-5 questions correct, Max 33% marks); Average (6-10 questions correct, Max 66% marks) and Good (11-15 questions correct, Max 100% marks).
To assess attitude, a 15 item structured questionnaire was used based on 5-point Likert's scale (very good, good, bad, very bad and do not know) for each statements and points awarded were 4,3,2,1 and 0 respectively, and classified as Poor (0-20 points), Average (21-40 points) and Good (41-60 points) according to total points.
To assess practices conducive to health under the sections on hair, ear, nose, throat, eyes, oro-dental, nails, foot, skin, sanitation and food habits ---2 marks were allotted for responses always/most of the time, 1 mark for occasional and 0 mark for rarely/never. The scores were graded as Poor -0-20, Average 21-40, and Good 41-60.
Data was tabulated in MICROSOFT EXCEL 8.0 software and was analyzed with the help of EPI INFO3.4.3 software.
III.
Results:
Socio-demographic information: most of the students in both the schools were males and Hindus. Numbers of students were much reduced in the higher classes in both schools, probably due to drop outs. Students mostly belonged to the nuclear families. Paternal and maternal literacy, occupation and per capita monthly family income were comparable in both the schools. (Table-1 ) Baseline and final Knowledge, Attitude and Practice scores: There was no significant difference between the study and the control school regarding Knowledge, Attitude or Practice scores on personal hygiene obtained before intervention (adjusted for the standard of class). Most of the students got average scores in Knowledge, Attitude and Practice. There was significant improvement in the knowledge, attitude and practice level in study school compared to control school with intervention. Mean knowledge, attitude and practice scores were significantly higher in the study school. (Table 2) Mean knowledge, attitude and practice scores in both the schools as proportion of maximum obtainable scores showed upward trend in study school as compared to control school during the intervention phase. The students scored highest in knowledge domain but were weaker in attitude and weakest in the practice domain.
During the follow up period there was a declining trend in the study school regarding marks obtained in all the domains but an increasing trend was noticed in control school after one time intervention. (Fig 1) Association of knowledge, attitude and practice regarding personal hygiene with sociodemographic factors: Knowledge, attitude and practice scores were higher among higher age group students and the students of the higher classes. Parental literacy status, occupation and per capita monthly income of the families influenced the pre and post intervention knowledge score in both the schools. In the study school, attitude score was significantly higher among females, and in control school attitude score was significantly higher among students from nuclear families. The attitude score was significantly higher among students of parents with higher literacy status; students belonging to father/male guardian involved in desk work and among the richer students both before and after the study period. In the control school, the attitude score was significantly higher among the students belonging to the working mothers. Age group, class of study, literacy status of the parents, paternal occupation and per capita monthly family income was significantly associated with the practice score of the students in both the schools both before and after the study period. Family type and maternal occupation was significantly associated with practice score in the control school.
IV.
Discussion:
Knowledge regarding personal hygiene: An extensive nationwide school health education study in United States 5 found similar major deficiencies in the health knowledge of the elementary, secondary and above students, which corroborated well with our study. A study in rural schools of India 6 showed similar post educational knowledge mean score increment as compared to pre educational level. That primary school students generally had poor to average knowledge of health aspects at the baseline was seen in a study from India 7 . The students scored average in health knowledge but were weaker in attitude and weakest in practice corroborating well with study on several school districts of Los Angeles 8 . In present study knowledge, attitude and practice scores were higher among higher age group students and the students of the higher classes, similar to findings in a study in an elementary school 9 . A declining trend of all the scores was seen in the study school during follow up visit corroborating with a study conducted in Hyderabad 10 . The students in the higher classes scored better both before and after study, which corroborated with the finding of a study in Australia 11 . Parental literacy influenced the pre and post intervention knowledge score in both schools, was similar to the findings of a study in Greece 12 . Paternal occupation of office work/teaching/shop keeping was associated with higher scores both before and after study. Similar findings were observed for students having working mothers, and families with higher per capita income. This observation though similar to other studies 12 was dissimilar to the findings on rural school children in India 6 . In a study 13 among the children aged 10-14 years in two secondary schools situated in Burdwan District of West Bengal knowledge, attitude and practice of students significantly improved after education. Attitude regarding personal hygiene: The pre and post education assessment of the students regarding attitude towards personal hygiene showed similar trend like mean knowledge score both in the study school and the control school. There was significant dip in the attitude score in the study school students during the follow up period as compared to the end of the 6 month intervention period and inclined trend in the control school (though not significant). Similar changes in positive attitude were also observed in some studies 6, 11, 15 . The attitude score showed increasing trend with increase in age and class which corroborated well with some studies 11 but differed with others 6 . That parental literacy and socio economic status influenced the attitude score of students was also found in other studies 6 , 14 . Practice regarding personal hygiene: Age group, class, parental literacy, paternal occupation and per capita monthly family income were significantly associated with the practice score of the students in both schools both before and after study corroborating the findings of other researchers 7, 11, and 13 Knowledge, attitude and practice of personal hygiene increased significantly among study school students after health education programme was undertaken but decreased after follow up period of no-intervention. Parental literacy, occupation and per capita monthly family income were important socio-demographic attributes. This study recommends sustained health education programmes on personal hygiene by both lecture and demonstration classes at regular intervals with greater involvement of parents/ guardians for maximum benefit of the students. 
